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z Szf'; f gg%i%gg?ggﬁfgﬁ%%ﬁgggwDED MEET F 281 | “This Plan of Correction is prepared
N Ij I | and submitted as required by law. By
| The services provided or arranged by the facility | l submitting this Plan of Correction,
: must meet professional standards of quality. f Willows of Winchester Care &
! [ Rehabilitation Center does not admit
This REQUIREMENT is not met as evidenced that the deficiency listed on this form J
by: exist, nor does the Center admit to any
Ba;:.ed Oh medical record review, observation, statements, findings, facts, or
facility policy review and interview, the facility conclusions that form the basis for the
’ failed to follow g physician's order to remove a alleged deficienc The Center
I Lidocaine 5% {percent) patch (pain medication cgec ce cncy. .
 Patch) after 12 hours, for one resident (#30), of reserves the right to chall'el}ge in legal
five residents observed for medication | and/or regulatory or administrative
administration, } ’ proceedings the deficiency,
| inas i . statements, facts, and conclusions that
| The findings included: l form the basis for the deficiency.,”
Resident #30 was admitted to the facility on ]
August 21, 2014 with diagnoses including F281
Prieumonia. How the corrective action(s) will be
Medical record review of a physician's order accomplished for those residents
dated August 21, 2014, and review of a found to have been affected by the
Medication Administration Record (MAR) for the deficient practice.
month of October 2014, revealed "Lidocaine 5% f
patch, apply to lower back dally, remove after 12 The Nurse caring for Resident #30
hours [12 hours on and 12 hours off] for pain." " was re-educated by Assistant Director ;
Further review of the MAR revealed the 9:00 p.m. of Nursing on 10/ 0-7‘( 14 Felated t‘o '
section for October 6, 2014, which referred to ' Medication Adnﬁmstratlonfl"oplcal
removal of the paich, was checked and initialed Mediecation, :
as completed. 3
Observation of Licensed Practical Nurse (LPN) H“‘f’ the facility will identif)-r other
#1 during medication adminisiration on October Residents having the potential to be
7,2014, at 8:55 am,, in resident #30's room, affected by the same deficient
revealed a Lidocaine patch in place on the practice.
| | resident's back, dated October 6, 2014, and PN ;
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Any deficfen statement ehding with an astensk {*) denotes a deficlency which the institution may be excused from Cofrecting providing it is detemined that
other safeguards provide sufficient protection to the patients. (See Instructions.) Except for nursing homes, the findings siated above are disciosable 90 days
following th' date of survey whether or not a plan of comection is provided. For nursing homes, the above findings and pians of‘conection are disclosable 14
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F 281/ Continued From page 1 F 281 F281 ]
#1's initials were on the patch. All residents with orders for
Review of a facility policy titied "Administering tran.sdermal.p atches were assessed by
Medications” dated revised December 2012, Assistant Director of Nursing on
revealed "...Medications must be administered in 10/067/14 to assure compliance with
h aCco_rdan(.}G with the Ordel‘s, including any MD orders and no issues were
required time frame... identified.
Interview with LPN #1 on October 7, 2014, at 8:55
a.m., in the resident's room, confirmed the What measure will be put in place
Lidocaine patch was the one placed the previous or systemic changes made to ensure
day by LPN #1. that the deficient practice will not
Inferview with the Assistant Director of Nursing on recur.
October 7, 2014, at 9:05 a.m., in the nursing
station, confirmed the order was to remove the All current charge nurses will be re-
patch; the MAR showed documentation that the educated by Staff Development
patch was removed; the patch was still in place; _ 3
and the patch had not besn removed as ordered. Coordmatc_)r’relatgd to tranf;dermal
patch administration and disposal by
11/01//14. Nurses hired after 11/01/14
will be educated by Staff
Development Coordinator related to
transdermal patch administration and
disposal during orientation Random
checks by Director of Nursing or
designee will be conducted 3 X a
week for 2 weeks, then 1 X a week for
1 month to ensure compliance,
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' A licensure survey was conducted from October
| 6, 2014, through October 8, 2014, at Willows At
& Rehabilitation Center. No

eficiencies were cited under

Chapter 1200-8-8,

Nursing Homes.

F281

How the facility will monitor jts
corrective actions to ensure the
deficient practice is being corrected
and will not recur.

Director of Nursing or designee will
report findings of observations of
transdermal patch administration and
disposal weekly X 6 weeks in at risk
meeting and monthly X 2 months
during Quality Assurance
Performance Improvement Committee
(comprised of Administrator, Director
of Nursing, Staff Development
Coordinator, Director of
Environmental Services, Dietary
Director, Medical Records Director,
Director of Social Services, Director
of Rehabilitation, and Medical

and/or suggestions and follow-up as

Director) for further recommendation j
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